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Abstract 
Due to distance, geography, rural culture and smaller populations it is not possible 
for urban service models to be effectively transferred to rural districts. A review of 
the literature shows that these characteristics must be considered when developing 
a rural service. Comparison of the results of a needs survey with information 
available from the CRISP database of the Cooma Mental Health Team and 
population data, confirms the impact of distance on service provision and 
accessibility, and the importance of small rural hospitals to extension of services 
across distances. Depression emerged as the predominant presenting problem 
identified by staff and clients. Consistent differences in the results between male and 
female clients suggest differing needs. The survey also supports evidence in the 
literature that staff and clients differ on their view of presenting problems and the 
importance of different services. Results showed that clients considered counselling 
and information were the most important services, and also rated them lower in terms 
of satisfaction. The business hours availability of the mental health service was rated 
the poorest of all aspects of the service. 
CHAPTER ONE 
Introduction and Literature Review 
Introduction 
The development of service models for mental health has arguably been based on 
research using urban and/or deinstitutionalised populations. The lack of comparable 
resources, distances, geography, the different needs and culture of the population 
make the direct transfer of the structural organisation of services and the immediate 
application of clinical practices inappropriate in this environment. Application of the 
principles of best practice into the rural environment should therefore be based on an 
understanding of the particular needs of rural mental health clients and the unique 
problems a rural environment imposes on the service. To effectively target the efforts 
of a rural mental health service the needs of rural service-users must be better 
described. 
In this study the literature is reviewed to provide an overview of client and carer 
needs and compared to the view of professionals. A survey is conducted using a 
sample of clients of the Cooma Mental Health Service to obtain more detailed 
information on the needs of the clients and carers of the service. Two other sources 
of information are considered in later chapters. Demographic data and information 
from the Client Register/Individual Service Plan (CRISP) database is used to enable 
a comparison from three different sources. 
Clients, carers and professionals 
The social and physical environments are two important determinants of service 
provision. A market-driven approach suggests services provided would best be those 
that people want to use. Awareness of what is needed by service-users is therefore 
important. The simplest means of establishing what is wanted would be to ask 
service-users. The literature provides some guidance in this area. 
With the advent of deinstitutionalisation, families have become "the institution of 
choice" for mentally ill people (Parker, 1993). Johnson's (1990) review of the 
literature puts the number of people that have a mental illness and live with their 
families at 50% to 87%. 
Families have a unique perspective on mental illness from that of professionals. This 
is largely due to differences in experience and knowledge of mental illness. Hatfield 
(cited in Hatfield 1983, p.43) surveyed 89 members of a self help group in which 
57% had a relative living at home. 
Families lived in a state of high tension, constantly on guard. Irregular sleeping patterns 
and disturbed eating beha\dour were problems. Families were finstrated because they 
were unable to motivate their relative to better grooming and personal hygiene, sensible 
handling of money, and comphance with medication. The effect on the family was 
highly detrimental: Severe tensions developed, families felt they neglected their own 
children, and social life dwindled. 
Hatfield (1983, p.49) found that of 138 families who had a relative who suffered 
fi-om mental illness, a high priority was placed on: 
..knowing appropriate expectations, learning to motivate the patients, and 
understanding the illness, of less importance were dealing with such difficult 
behaviours as substance abuse and poor hygiene. 
Understanding medications and their side effects was also a priority. The same study 
established there was not a statistically significant relationship between goals of 
therapy set by professionals and what families wanted. 
Parker (1993) describes five categories of feelings that families experience. Though 
the focus of mental health professionals is usually on the person with the mental 
illness Parker suggests that, if the family is asked they will describe feelings of guilt, 
grief, anger, powerlessness, and fear. Though these reactions are predictable 
responses to severe stress, coping with the problems of caring for a person with 
mental illness is outside the experience of most families. Parker (1993, p.20) argues 
that "traditional therapy is rarely what is needed, except perhaps as a brief problem-
oriented intervention." Specific information allays much of the distress families 
experience and helps them cope with all the ramifications of the illness (Petemejl-
Taylor & Hartley, 1993). As Petemejl-Taylor & Hartley (1993) point out, if families 
are experiencing chronic stress, they are less able to help, and may well be 
jeopardising their own health. If, as seems to be the case, families are to be 
recognised as caregivers, Parker further argues they should be recognised and treated 
as members of the care giving team. 
Because families have a longitudinal perspective on mental illness their experience 
may be one of shock as the normal person begins to display abnormal behaviour; or 
the experience may be one of the slow deterioration of a person who has always 
seemed different and always needed help (Johnson, 1990). In a review of subjective 
burden by Johnson (1990), symptoms of stress, social and family strain, and 
helplessness were commonly found in surveyed families. It was found that 
behaviours requiring regular and close supervision are more important to objective 
burden than such behaviours as violence and aggression. 
Like Hatfield, in a survey of a mental health advocacy group, Johnson (1990, p.47) 
also found families (N=43) were given "little or no help in dealing with psychotic 
behaviours." One of the least satisfactory areas for families was found to be hospital 
discharge planning. Interestingly, in a survey conducted by Lefley (cited in Johnson, 
1990) of mental health professionals who also had a relative with mental illness, 
similar results of low satisfaction were obtained. Yet professionals (82%) believe that 
families were satisfied with the services they provided (Spaniol et al, cited in 
Johnson 1990). 
In a study by Reynolds and Hoult (1984) comparing standard hospital aftercare to a 
community treatment program which included a high degree of family contact, the 
community treatment program clients differed significantly on satisfaction with 
treatment or care (90%), amount of supervision (83%), advice and information 
(71%), and medication (71%) suggesting the needs of families were being more 
adequately met. 
Johnson (1990) suggests from his review that families of mentally ill persons want 
information, access to resources, continuity of care, respect and understanding from 
their mental heahh providers. That this has not been forthcoming is a serious 
criticism of mental health services. 
Most recently the National Community Advisory Group on Mental Health (NCAG) 
produced an 87 page document Let's Talk About Action (1994) which sought to 
identify priorities for action, consider the adequacy of Government response, and 
recommend actions and solutions. The report, derived from seventeen workshops, 
identified many issues which challenge the implementation of the National Mental 
Health Strategy. It was deeply critical of government response to the needs of carers, 
clients and communities affected by mental illness, stating that: 
...a major injection of resources will be needed before we are in a position to comply 
with our international obligations under the United Nations Principles for the protection 
of Persons with Mental Illness and the Improvement of mental Health Care (p. 19). 
It is clear when such strong demands are made, that the needs of this group of people 
are not being met. 
Urban/rural differences 
In the 1992/93 budget paper, Caring for Rural Communities, the Department of 
Health, Housing and Community Services (p.l) states: 
Thirty two percent of Australia's population live in rural and remote areas. Yet rural 
communities are often among the most disadvantaged in terms of gaining access to 
adequate resources and appropriate health and community services. 
The Department of Health, Housing and Community Services defines rural and 
remote areas according to the Rural and Remote Areas Classification System 
(RARA) (1994). This system classifies a statistical local area into four categories: 
rural major, rural other, remote major, and remote other. The classification of rural 
major/other uses criteria of population size and density, and rural/remote uses 
distance to distinguish between the classification. Rolley and Humphrey (1993, 
p. 243) view rurality as being defined by "typically large distances, inaccessibility, 
and low population thresholds which operate to constrain human activities and levels 
of well-being." 
Rural areas, despite their diversity, have many common factors that make them 
distinctly different fi-om urban areas and have an important impact on health care 
provision. 
The National Mental Health Policy (1992, p.20) recognises the uniqueness of rural 
populations and their needs stating that "adequate resources must be made available 
to meet the needs of special 'at risk' groups such as., people living in remote and rural 
areas. " Special populations mean they are different and have varying levels of need 
for resources. This philosophy recognises that a fair and just system is one that is 
equitable rather than equal. Tien (1992) argues that this principle should be applied 
across the three dimensions of health care rather than any particular single factor; that 
is: utilisation of services, funding of services, and access to services. 
There is a small but growing literature on rural mental health in Australia, however 
a comprehensive literature review of rural health such as that by Humphreys & 
Rolley (1991) and others establishes some generalities distinguishing rural from 
urban populations that impact on health care delivery. These are equally applicable 
to mental health services. 
The health status of rural populations is one factor that distinguishes rural 
populations from their urban counterparts. For instance, Brownlea and McDonald 
(cited in Humphreys & Rolley, 1991) found that lifestyle and rural occupations, 
generally explained rural morbidity and mortality rather than the physical 
environment. Poverty is one factor that impacts on lifestyle choices. Beeber et al 
(1993, p.25), citing a statewide needs assessment for Kentucky, found money to be 
the "greatest single barrier to obtaining mental health services." This was established 
on the basis of being "unable to pay for services or afford to be away from work long 
enough to receive help." The Henderson Report (1975) found a large number of rural 
families living in poverty. This is of particular note as poverty compounds existing 
difficulties by restricting lifestyle choices. The prolonged rural crisis has meant 
increased isolation and stress for many rural families. In their Review of NSW Rural 
Health and Aged Care Services, the PA Consulting Group (Davenport et al 1989, 
p. 16) found that the North Coast, North East and Orana Far West Health Regions of 
NSW in 1989, had unemployment rates above the state average, and that all country 
Regions had a "lower household income than that for the total State". 
In a review of rural health, Humphreys (1989) established rural areas had higher 
mortality rates for motor vehicle accidents and deaths from bronchitis and asthma 
than metropolitan areas. Humphreys also cites a survey by Fitzwarryne and 
Fitzwarryne which indicated rural populations have a 10% higher incidence of recent 
illness and a 15% higher incidence of chronic conditions. Differing patterns of health 
practice and patterns of service utilisation were also identified. In another review of 
the health status of rural people in Australia, Clarke (1989) similarly supports the 
finding that rural people suffer high mortality rates for accidents, particulariy vehicle 
or occupational accidents, cardiovascular and cerebrovascular disease and respiratory 
diseases. 
These findings suggest the belief that a rural lifestyle is intrinsically healthy is a 
myth. The literature on mental health in rural areas leads to similar conclusions. 
In a US study (N=392) Blazer et al (1985) found that the occurrence of major 
depressive disorders in rural areas were twice the rate of urban areas after the effects 
of age, sex, race, social status, and education were taken into account. Alcohol 
abuse/dependence was also higher in rural areas whilst drug abuse/dependence was 
higher in urban areas. An Australian study by Yellowlees & Kaushik (1991) in 
Broken Hill supported these findings. A ñarther finding by the report Suicide in Rural 
NSW (1994, pp. 72) is that "the combination of alcoholic and marijuana would be 
crucial" and that "in a majority of suicides alcohol is involved." 
From the service provider perspective, rural environments pose unique problems not 
found in urban services. Distance is probably the most pervasive influence. 
Davenport et al (1989) attributed the development and importance of country 
hospitals to the influence of distance and the consequent need for self sufficiency. 
For the delivery of health services this influence is a critical factor. Distance affects 
accessibility to health care, causes delays in treatment, increased cost, and neglect 
of health care assistance and education. 
Distance places additional demands on the health professional. Professional isolation 
means that practitioners need to be able to cope, with limited access to specialist 
backup, across a wide degree of practice problems that often includes an overlap with 
other professional domains. As many rural communities include a significant 
aboriginal population, health workers also face a range of health and socio-economic 
issues that are much wider in scope and context for which their education and life 
experience has provided little or no preparation (Nathan, 1983). 
Australian health services continue to operate on a predominantly hierarchical system 
where the GP is often the first point of contact and usually manages the referral 
process of entry into the health care system. This also causes problems in rural areas 
for clients and service providers where the numbers of GP's are dropping, possibly 
limiting availability and choice of access, to the system. 
The social context of rural life is also important and can dramatically impact on the 
efficacy of health services. 
Gregory (cited in Humphreys & Rolley, 1991) found that farmers in Australia were 
independent by nature, tended to let sickness look after itself, put up with illness 
rather than take a day off work, and see their way of life as inherently healthy. Health 
for urban Australians is seen as an absence of illness symptoms. For rural 
Australians, it is seen in terms of being able to carry out expected social functions 
(Harris, 1992). This makes it less likely rural people will seek help until it prevents 
them 'doing things.' 
Where farming communities once held beliefs that success was a result of hard work 
and effort, Martinez-Brawley and Blundell (1991) found that in Iowa and 
Pennsylvania this attitude had changed due to the recession. Martinez-Brawley and 
Blundell (1991) suggest the mixed messages heard by children of these families of 
the relationship between hard work and effort is a potential problem for mental health 
services while the difficulty associated with seeking help due to stigma compounds 
the problem for service delivery. Some services were clearly more acceptable than 
others. Least acceptable were services associated with depression, such as spousal 
problems, feelings of anxiety or isolation, and dependence on school. This has clear 
implications for service needs and access. 
Rural communities tend to be conservative with well-established, complex formal 
and informal networks of communication (Jeffi-ey & Reeve cited in Bachrach, 1985). 
People in rural communities are highly visible. Influential power structures can 
sometimes reside in just a few people (Bachrach, 1985). An attitude of self-
sufficiency and independence is generally not conducive to formal interventions by 
health care services and 'official' intervention is often seen negatively. These 
characteristics of rural communities are usually poorly understood by urban-centred 
bureaucracies when formulating policies and planning service delivery for a rural 
area. 
In its recent investigation into rural suicides, the Standing Committee on Social 
Issues (1994, pp. 57) received evidence that 
mental illness in rural areas is not so readily identified and treated because there are fewer 
services ...and there is greater denial about mental illness among rural communities, especially 
by males. 
The visibility of people in smaller towns impacts on people seeking services. In its 
submission to the Standing Committee on Social Issues (1994, pp. 58) the Far West 
Mental Health Service submitted that "rural folk are less likely to attend for treatment 
fearing confidentiality issues in small towns." The inquiry found that a common issue 
was that personal issues "such as mental or emotional disorders and attempted 
suicides lack confidentiality and may become the focus of speculation." Suicide, or 
suicidal thoughts, in the context of the rural culture of self reliance can also be seen 
as a "moral failing" (Dudley et al 1992, pp. 87) and therefore curtail help-seeking 
behaviour and subsequently seriously increase the risk of exacerbation to their 
distress and mental disorder. 
Bachrach (1985) also highlights that many of the characteristics of rural populations 
can be turned to advantage by the skilled and culturally aware practitioner. The rural 
sense of community, the existence of well-established community support systems, 
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and people who can be used as 'service extenders', are all characteristics which may 
well at first be invisible to the outsider, but are essential to finding and reaching 
people in need. 
It is also essential that these natural patterns of helping are not destroyed by imposing 
a mental health service with priorities and timetable that do not match the needs of 
the community. A rural mental health service cannot, and should not, replace existing 
support and helping systems, but should be used to enhance and support that which 
already exists. To do that it must match the pace and networking style of the 
community. In the rural community an office-based mental health service may take 
on a perception of authority and will not be seen as being with the community. Rural 
people seeking help will therefore be further disinclined to access the service. 
Without taking the factors of distance, isolation and rural cultural differences into 
consideration it is unlikely a rural mental health service will be as effective as it can 
be. Nor are those services found to be effective in urban environments necessarily 
effective with rural communities for the same reasons. From the very early stages of 
service planning the uniqueness of rural communities must be permitted to exert a 
strong influence over the style of service delivery. Distance and isolation factors may 
require the innovative and flexible use of technologies and resources. An essential 
requirement for recruiting the staff will be an awareness of the culture of rural 
communities and an ability to use it in their practice. 
As visibility in small communities is a major factor in preventing people seeking 
help, and using mental health services. Service planners need to be acutely aware of 
confidentiality issues when considering accessibility of the service and adjust service 
access accordingly. 
Rural suicide 
In its report on Suicide in Rural NSW {\994\ the Standing Committee on Social 
Issues acknowledges Australia has "one of the highest suicide rates in the 
industrialised world" for youth. In rural areas, especially the smaller and more remote 
towns, the report fiirther states that marked increases are being seen amongst young 
males in these areas, and further, that increased rates are being seen among farmers 
and farm workers in NSW. Cooper (cited in Suicide in Rural NSW, 1994) found that 
nationally farmer suicides rose by 67% in 1990. 
The report Suicide in Rural NSW considers that there is no one single factor 
explaining suicide. The influences on suicide are considered to be multidimensional 
and operate through their impact on feelings of hopelessness, helplessness, despair, 
stress and anxiety. Influences include: the recession, unemployment, the drought, 
isolation, rural culture, family and relationship issues, alcohol and other substance 
abuse, access to guns, violence, issues relating to gender and sexuality, loss and 
bereavement, and the influence of the media. However, evidence to the inquiry 
(pp. 54) indicates "that up to 90% of people who suicide have a mental disorder. In 
most cases they suffer fi-om a major and profound depression." Dudley stated in 
evidence to the Committee that the most common diagnoses are depression (40% to 
60%), chronic alcoholism (20%), and schizophrenia (10%). 
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Figure 1.1 NSW suicide rates (Source: Dudley et al, 1992) 
Rural youth suicide also shows an adverse trend. Youth suicide in Australia is the 
fourth highest rate in the world according to the World Health Organisation (cited in 
Australian Social Trends, 1994). While years of potential life lost by motor vehicle 
accident for the 15 to 24 year age group has gone down from 46% in 1983 to 31% 
in 1992, years of potential life lost due to suicide has increased from 12% to 23% 
over the same years {Australian Social Trends, 1994). Figure 1.1 shows NSW suicide 
data analysed by Dudley et al (1992) who found that while youth suicide in Sydney 
has remained stable in the years 1964 to 1988 (3.4 to 3.8 per 100,000), rural shires 
and municipalities went from 1.3 to 6.4 per 100,000 over the same period. Rural 
cities also showed an increasing rate, from 1.5 to 4.7 per 100,000 respectively. 
In an analysis of the patterns of suicide and attempted suicide in the South Eastern 
Health Region of NSW, Coolahan (1994) found similar rural trends to the national 
data. Significant increases were found for suicide and attempted suicide rates in the 
rural shires and this was found to match the patterns of rapid social and economic 
change that has occurred in rural areas over this period. Coolahan (1994, p.8) 
attributes the rural/urban differences to "the economic downturn of the last 25 years, 
the lack of services and resources, including mental health services, and the value 
systems of people living in the 'bush'". 
The report by the Standing Committee on Social Issues (1994, pp. 51) found that on 
the basis of limited data: 
..females tend to make more attempts on their lives than males. Males however, have 
higher rates of completed suicide. For rural males, firearms remain the most common 
method used to suicide but this has shown some decline among some groups over time 
while rates of suicide by hanging are increasing. 
For aboriginal people the report (pp. 50) concluded that indirect evidence suggests 
"there is an increasing incidence of suicide and suicide attempts . . .in rural and remote 
regions." 
Two rural mental health services 
Two different rural mental health services from NSW are reviewed here to provide 
a comparison of locations and delivery of service. A more extensive review can be 
found in Gianfrancesco & Berry (1992). 
Batemans Bay 
The Eurobodalla local statistical area is classified according to RARA (1994) as 
'mral major'. It covers an area of 3,386 square kilometres, of which 80% is mainly 
state forest. In 1991 the population was 27,095. Batemans Bay, on the south coast of 
NSW, is located to the northern end of the Eurobodalla local government area and 
contains approximately 47% of the population (Garland & Konjevic, 1993). A 24 
hour mental health service was begun in 1987 to cover this area. The nearest major 
tertiary referral hospital is at Kenmore, 147km away (or two hours by vehicle). 
The study by Garland and Konjevic (1993) over a one year period, which included 
200 crisis referrals, showed that a local community-based mental health service 
which is integrated with other local health services is able to provide an efficient and 
responsive 24 hour early intervention and limited respite care service, which can 
economically reduce involuntary admissions to Kenmore Hospital. The after hours 
team consisted of four psychiatric nurses with an average of 12.5 years experience 
in most areas of psychiatric care (Gianfrancesco & Berry 1992). Fifty percent of 
initial contact with the team was in the person's home. 
The team used a respite bed in a nursing home as well as beds in Bateman's Bay 
hospital, and a system of on-call mental health staff, a total of 212 bed days were 
utilised for predominantly psychotic or depressive disorders (N=46; 83%). The 
average cost calculated for locally treated clients was estimated at $508.00/day while 
at Kenmore Hospital the cost was $177.00/day. Based on the average length of stay, 
local treatment per client was $1996.00, while at Kenmore the average cost was 
$3328.00 (excluding transportation and escort costs). 
A fiirther benefit is that it prevents clients being dislocated from their support 
systems. Case managers also do not lose contact with their clients. A survey 
conducted by Tina Philip (cited in Garland & Konjevic, 1993) in November 1988 
found "overwhelming support" for a local crisis/respite service from families and key 
stakeholders. 
Garland & Konjevic (1993) point out that this is not indicative of better or more 
efficient service, but is an indication that for a significant number of clients, an 
effective and less costly alternative service can be provided by local health services. 
Broken Hill 
This is a much larger team than the Bateman's Bay service, consisting of six 
psychiatric nurses, three psychologists, and one social worker. The nearest 
psychiatric hospital is Bloomfield, 11 hours drive distant. Although targeting serious 
mental illness (25%) Gianfrancesco & Berry (1992) shows the effect of non-
exclusionary access to the service as 75% of diagnoses were not serious mental 
disorders. 
The Far West Mental Health Service is centred on Broken Hill in outback NSW. The 
RARA (1994) classification describes Broken Hill as 'rural remote'. The service area 
covers 150,000 square kilometres with a population of approximately 33,000 
(Yellowlees & Hemming, 1992). In a review by Yellowlees (1992) some 
distinguishing features are highlighted. For instance, a distinct feature of the team is 
that there are no exclusion criteria for service, and all patients have to be managed 
at least initially by the team in conjunction with local health services. It also provides 
an outreach service with the Royal Flying Doctor Service or by vehicle. At times 
psychiatric nurses commence medication after consultation by phone. As the team 
is the only true 24 hour service in Broken Hill through an on-call roster it performs 
a triage ftinction following assessment, referring to services such as sexual assault, 
drug and alcohol and domestic violence as required. Yellowlees also highlights the 
educational fixnction of the team, pointing to its close liaison with school counsellors. 
The efiectiveness of the model of care adopted by the Broken Hill team is shown by 
the improvement from an average of 200 patients per year transferred elsewhere 
involving huge transportation costs in earlier years to 12 patients per year for 1991 
to 1992. The Base Hospital now has an average occupancy of two mental health 
beds. In a similar finding to that of the Bateman's Bay service, 60% of initial contact 
with the service was in the person's home and 30% at the Base Hospital 
(Gianfrancesco & Berry 1992, p.89). 
Yellowlees attributes the efficacy of the service to adoption of three principles of 
community-oriented care: 
firstly, there is intended to be a responsibility for an entire population of a geographical 
catchment area with proximity of care and access to the least restrictive treatment. 
Secondly, there is meant to be a structure of comprehensive services with a multi-
disciplinaiy team approach and an emphasis on continuity, which would include active 
mental health consultation services. Thirdly, efforts in the prevention of psychiatric 
morbidity and research into relevant issues, as well as the active participation of clients 
of treatment, is recommended (p. 195). 
In a further article, Yellowlees & Hemming (1992) identify the issue of visibility in 
small communities and find that integrating members of the mental health team into 
the community increases the likelihood of contact for help. Likewise, the authors 
advocate for particular effort to routinely spend time with staff at the local hospital 
and school as they "bear the brunt of the psychosocial problems in the community" 
(p. 7). Both situations involve a particular way of working that are part of the 
"special skills" for working in rural mental health. 
Need analysis 
The concept of human need is not clearly defined. Within the health literature Brown 
(cited in Spiegel & Hyman 1978, p.27) defines need as "a perceived or medically 
defined state of illness," while Chen (cited in Spiegel & Hyman 1978, p.27) suggests 
need is "a specific condition that limits a person as an individual or a family member 
from meeting his fiill potential". According to McKillip (1987, p.7) a need is a value 
judgement that a particular group "has problems that can be solved [where] problems 
are violations of expectancies." Bisogno (1981, p. 11) simply defines need as a "state 
of dissatisfaction provoked by a lack of something felt as being necessary." Carlos 
Mallmann (cited in Forti & Bisogno 1981, p.5) defines need for UNESCO as 
follows: "We call needs the common characteristics of those elements - satisfiers -
without which human beings are in one way or another impaired or become ill." Forti 
(1981, p. 1) states fiirther that the satisfaction of needs "is in fact a prerequisite for 
a peaceful and sustainable global society." 
Though these statements imply that needs are universal, Forti qualifies this in terms 
of local cultural and historical context. What one person sees as a need, another may 
not. To this degree needs are not free of a value judgement. Needs can also change 
over time, and even in response to the satisfaction of prior needs. 
McKillip (1987) raises two other terms in relation to the concept of need; namely, 
wants and demands. McKillip sees wants as something that is desired rather than 
something that is necessary. Services usually seek to satisfy wants by providing a 
product for a cost. Clients won't buy what they don't want. He further suggests that 
rarely does the question of whether or not a wanted service "solve a problem" arise. 
The concept of need as defined by McKillop in terms of wants and demands does not 
examine the relationship between perceived need and the outcome of fulfilling those 
needs. This has particular issues for human services where meeting the subjective 
needs of the client might not lead to an effective outcome. One reason this 
discrepancy may arise is due to a lack of information or awareness on the part of the 
client. 
McKillip suggests the distinction between demand and want is that the target 
population creates the demand through some form of petition, rather than the service 
provider creating the demand. Wants therefore relate more to service utilisation and 
demands relate more to a political context. Spiegel & Hyman (1978, p.27) also point 
out that while a need may be shown to exist, it may not translate into a demand. 
AfFordability, accessibility, awareness, or even religious beliefs can be factors 
preventing needs being translated into a demand. 
Malecki (1981, p . I l l ) in his discussion of the role of science in the research of 
human needs highlights a change over the past six to ten years. Where previously the 
role of science tended to be directed to "raising industrial production and lowering 
costs," more recently there has been a shift to the question of quality of life and the 
complexity of issues this raises. Included here Malecki lists cultural and psychosocial 
needs as well as material needs. In this effort he suggests that researching human 
needs can be divided into three different categories: 
a) research directed toward understanding human needs; 
b) research aimed at developing tools to study how human needs can be met; and 
c) research whose findings are used to directly satisfy human needs. 
McKillip proposes three models for assessing need. Each is briefly discussed below; 
a) Discrepancy model. 
This model is in three phases. Discrepancy is established by evaluating the difference 
between a desirable level or skill, and the current level or skill. The desired level is 
usually obtained through the use of an expert group. 
b) Marketing model. 
Citing Kotler (1982) and Broskowski (1983), McKillip (1987) argues that this 
approach is driven by the necessity of an organisation, for its own survival and 
growth, to know the needs and wants of its target markets. Exchange is a central 
notion in this model. In human services, McKillip argues that what is traded is client 
time as it leads to payments from third parties in the form of grants or fees. In terms 
of the marketing model: 
Need is the desire of the target population to make exchanges for a service that the 
agency can provide. A problem is not so much a deficit in performance as an 
expectation of the target group of enjoyment. Solutions are services nearly or already 
within the capabilities and expertise of the agency. 
Decisions are made by an analysis where existing products are ranked by acceptance 
and their growth potential (product/portfolio analysis), or by an analysis where 
organisations choose between offering new services or expanding existing ones in 
order to maximise exchanges by the target population (product/market expansion 
analysis). 
c) Decision-making model. 
The decision-making model is described as having three stages: problem modelling, 
quantification, and synthesis. In the first stage the problem is identified and 
structured into choices and the attributes of each choice. The quantification stage 
involves weighting the data to reflect the importance the decision-maker attaches to 
the particular attributes involved and the value attached to the source of information. 
A synthesis of this information results in a numerical figure that places the choices 
available to the decision-maker in rank order of need and their relative standing. 
The decision-making model is obviously more complex but has the advantage of 
providing information about the relative importance of one choice over another. 
There are varying methods of establishing needs in a population. McKillip (1987) 
discusses five. These are: 
• resource inventory; 
• social indicator analysis; 
• analysis of service use; 
• surveying needs; and 
• structured groups. 
The first method, using a resource inventory, requires simply to investigate and 
establish the services available to the population. This can be established fi-om a 
survey of service providers. The list should at least describe the nature of the service, 
its target group eligibility, and the geographical area it covers. Such an inventory 
may reveal gaps in services, underutilisation, lack of capacity, continuity or 
accessibility. As McKillip points out, on its own the resource inventory does not 
indicate need - simply because there is a gap in the service coverage does not mean 
that the service is needed. 
Social indicators are "aggregate statistical measures that depict important aspects of 
a social situation and of underlying historical trends and developments" (McKillip 
1987, p.43). Such information is available fi-om government agencies and relate to 
specific geographical areas. It is therefore inexpensive to gather. This data is used to 
identify the relevant characteristics of the target population and should at least 
describe important demographic details. Normative data is established with this 
information providing the means of comparing populations and target group 
characteristics. In this way discrepancies may be identified leading to possible needs. 
Analysis of patterns of service utilisation for other similar services establishes 
expectations, that if by comparison are not being met, may indicate a lack of need for 
the service or, alternatively, a need for improved service delivery. Of course, 
adjustments are made for differences in populations being compared. McKillip 
(1987) suggests professional standards as another source of expectations, but 
qualifies their use on the grounds that their usefulness is dependant on the extent to 
which these standards have been developed on actual utilisation experience. The 
importance of service utilisation analysis lies in the fact that no funding source will 
continue to fund an organisation that is not utilised. However, its weakness is that it 
indicates little about those clients who are not using the service, but may still have 
a need of services. 
The fourth method of need analysis is the survey which relies on directly asking 
people questions in order to gather information (Fink & KosecofF 1985; Dane 1990). 
However, other data gathering methods such as file reviews and audits are used, 
particularly in quality assurance activities (Meehan 1994). Questionnaires are a 
popular, quick, flexible and relatively inexpensive data gathering tool (Meehan, 
1994; McKillip, 1987). McKillip (1987) identifies three different methods for 
surveys: face-to-face interviews, telephone interviews, and mailed surveys. 
Importantly, Meehan (1994) points out that no matter how well the sample design or 
data analysis, the survey can only be as good as the questionnaire. 
a) The face-to-face interview uses structured or semi-structured interviews in 
order to "capture people's meanings, definitions and descriptions of events" 
(Minichiello et al 1992, p. 5). If more than one interviewer is involved, 
interviewer training is essential to correct administration ensuring good 
reliability. 
b) Self-administered mailed surveys are useful for gathering large samples of 
responses but often suffer from poor response rates. An alternative McKillip 
suggests is to give the questionnaire at the time of contact with the agency. 
A further problem is that much depends on the construction of the survey 
form as the isolation of the respondent from the interviewer increases the 
likelihood of misunderstood questions or incomplete responses. 
c) Telephone interviews overcome much of the problem of the poor response 
rate from mail-out surveys (Dane, 1992). As an alternative to face-to-face 
interviewing, it is also less costly. However, Dane recommends face-to-face 
interviewing for long or complex interviews. Sampling is also easily achieved 
through computerised random digit dialling. 
Need analysis and community health 
The NSW Department of Health (1994a, p. 5), has as its mission "to enable the people 
of NSW to have the best heahh in the world." The discussion paper, A Healthy 
Future: A Framework for Health in NSW {\99Adi, p. 5) also states that successful 
organisations focus on their customers, their staff, high quality outcomes, improving 
decisions through research and development, and providing value for money. 
Improving quality by using a "customer focus" involves acceptance that "patients, 
relatives, carers, staff and other health providers have valid choices and opinions" 
and that "these opinions determine the value of services, and help to decide what will 
and will not be provided." In practical terms this document identifies several methods 
of achieving this: community participation in the decision-making process, providing 
information for informed choices, continued utilisation of the quality improvement 
process, benchmarking, identifying and implementing "best practice," conducting 
market research, and integrating care through case management. Another document. 
Getting it Right (NSW Dept of Health 1994b, p.6) also argues that the best possible 
care "comes down to health outcomes." 
Though the emphasis of these two documents is on outcomes and their indicators 
there is minimal discussion on identifying and meeting needs. There is recognition 
however that: 
decisions on how to improve health services can't be based on health outcome indicator 
data alone. Indicator data must be blended with the perspective of both clients and 
those who provide health services (1994b, p. 14). 
Baum (1992, p. 77) argues differently, suggesting the drive within the health services 
to assess needs and evaluate services is being driven by the need for accountability 
rather than quality, suggesting that it is a managerialist philosophy that focuses on 
costs and puts service quality and applicability second. She further suggests that there 
is a false presumption that it is possible to readily measure need and assess 
performance when in reality the issues are quite complex. Spiegel and Hyman (1978, 
p.23) support Baum's argument that the drive for quantifiable data is being driven by 
the necessity for accountability. Where previously problems were identified in 
qualitative terms it was difficult to determine if a program was effective. The 
necessity to justify increasing health expenditure required problems to be expressed 
in measurable terms. 
A needs assessment however, can be used to buttress programs against other vested 
interests and bureaucracies. Needs assessment is a valuable tool for planning and 
ensuring limited resources are effectively used. Furthermore, it is also a political 
activity, in that the conduct of a needs assessment raises awareness of issues in the 
interviewees, implying that something is going to be done as a result of the research. 
Baum (1992, p.83) also suggests that a needs assessment is more valuable if 
constructed using a social health fi-amework. This entails recognition that there are 
social causes of ill-health as well as biological, and that promoting well-being is the 
responsibility of many different sectors in society. Using this framework means 
looking beyond what individual services can do to help and considering other factors 
such as accommodation, employment, and education. Given this perspective Baum 
suggests that implementing a needs assessment is as much an art as a science to put 
together an appropriate mix of data collection techniques. 
Summary 
Many factors influence the provision of mental health services. Clients and carers 
have a well documented call for a change in the traditional focus of providing 
intervention, while on the other hand the Department of Health demands more value 
for the expenditure of public money. Particularly in a rural area, issues of distance, 
accessibility and visibility are factors influencing the nature of needs, and the means 
of meeting these needs. Each of these factors will influence service planning and, 
unless they are considered, it is likely the service will be ineffective and fail. An 
awareness of rural culture will also be a vital factor in all aspects of service provision 
and its acceptance. 
Although the literature reviewed here is indicative of the planning services should 
undertake, there is minimal literature specifying the priorities of a rural mental health 
service and the means of meeting those needs. The requirement for accountability 
necessitates that this should be done in a quantifiable manner to allow evaluation of 
interventions. 
The literature indicates several different models to establish the needs of a 
population. It is clear that there are benefits in obtaining data from several sources, 
some of which are readily available for planners as part of the regular data collection 
of public authorities. The literature on families' and carers' experience of mental 
illness seriously questions some aspects of the validity of using an expert group to 
establish "what should be." For effective planning, a specific assessment of need 




This chapter examines two major sources of data that provide the context for 
surveying the needs of service users: demographic data sourced from the Australian 
Bureau of Statistics, and a computer database used by the Cooma mental health team. 
Description 
The Australian Bureau of Statistics (1993) data for the area covered by the Cooma 
Health Service (A Division of the Monaro Health Service) shows that it covers an 
area of 14,994 sq km. This is divided into three shires: Bombala, Snowy River and 
Cooma-Monaro. The estimated resident population total for June 1991 is 18,550 (see 
Table 2.1). There is a considerable seasonal influence due to tourism, particularly in 
the winter months. For instance, ABS (1994) data for the Snowy River Shire shows 
that 63.3% of the population were from a different Statistical Local Area on the 
Census night. As the data was collected during the peak of the snow season it is 
likely this figure is explained by winter tourism. This figure is not reflected in the 
other two statistical areas. However, it should be remembered that tourists are also 
a valid portion of the client base for the health service. Two other shires, 
Yarrowlumla and Queanbeyan, comprise a further 3,022 sq km and a combined 
population of 35,160 which go to make up the remainder of the Monaro Health 
District. 
The Rural/Remote Area Classification (1994) classify all shires except Queanbeyan 
as 'rural other.' 
Table 2.1 Shires by population and area. 
Shire Population Area (sq km) 
Cooma-Monaro 9,610 51.8% 4,881 
Snowy River 5,990 32.3% 6,035 
Bombala 2,950 15.9% 3,945 
Total 18,550 100.0% 14,861 
Source: ABS (1993), Regional Statistics New South Wales, ABS Cat. No. 1304.1 
Distance and isolation are a problem for rural populations. The area serviced by the 
Cooma mental health team is no dififerent. The map in Figure 2.1 shows that travel 
between the two major health centres in the Monaro Health District at Cooma and 
Queanbeyan is considerable. With good road conditions travel time is 1 !/2 hours, over 
a distance of 120km. Travel to the other outlying hospitals requires a flirther hour 
to Bombala Hospital, a distance of 62km plus another 30 minutes to the furthermost 
hospital at Delegate which is 38km from Bombala. 
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Figure 2.1 Map of Monaro Health District 
The Monaro Health District has its administration located at Queanbeyan close to the 
ACT. There are three hospitals located at Queanbeyan (55 beds), Cooma (56 beds), 
Bombala (25 beds) and Delegate (12 beds). Mental health services for Monaro are 
located in the two major centres of Cooma and Queanbeyan. Most of the major 
fiinctions of mental health services such as hostel beds and a psychiatric crisis 
intervention team are centred at Queanbeyan. This is also where the majority of 
mental health staff are located. At Cooma, the mental health team is staffed by three 
mental health nurses, a psychologist and a visiting psychiatrist. 
Access to services in the southern three shires is variable as many roads are subject 
to closure in winter months due to snow and ice. Minor roads are often unsealed and 
are therefore also subject to variable weather conditions. This impacts not only on 
access to services, but also affects delivery of services into the community by 
primary health care staff 
Age distribution across the three shires is shown in Figure 2.2. The peak at age 20 
years for the Snowy River Shire. This most likely explained by winter tourism. 
Assuming that the Snowy-River Shire would normally follow the trend shown in the 
other two shires, suggesting an overall bimodal age distribution for the three shires, 
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Figure 2.2 Age distribution of population by shire 
A feature of the area is the Snowy Mountains Hydro-electric Scheme, built with a 
high proportion of migrant workers so it would be expected that there is a high 
number of people resident from a non-English speaking background. An examination 
of ABS (1994) data for the population by country of birth shows that 2,154 were bom 
overseas. However, the ABS data also indicate most are able to speak English. 
There is a small number of the population who identified themselves as Aboriginal 
and Torres Strait Islanders (N=116). The majority of Aboriginal and Torres Strait 
Islander people live in Bombala (N=58). 
Generally a feature of rural areas in recent years is a population decline. The rate of 
population change over the period from 1986 to 1991 shows that while Cooma-
Monaro Shire (+0.29%) is relatively stable, and Snowy River Shire (+2.24%) has an 
increasing population, Bombala Shire (-1.7%) is in decline (ABS, 1993). 
Poverty has an impact on both the need and access to health services. ABS (1994) 
census data indicates there are 167 families (with dependents) on incomes of $12,000 
or less per annum. The largest proportion of these families live in the Cooma-Monaro 
Shire (59.9%) while 18.4% live in the Snowy River and 21.7% live in the Bombala 
Shires. The distribution of these figures across the shires most likely reflects the 
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Figure 2.3 Employment by selected industry and Shire. 
Where it might be expected that primary industries would feature as a major 
employer in a rural district ABS (1994) data shows the total employment for the 
category of agriculture for the three shires is 1,497 (9.18%). The major industries 
shown in Figure 2.3 are recreation and personal services, which employs 2,839 
(17.42%), and finance which employs 6,067 (37.22%) of the workforce. As this area 
has a significant tourism industry, this is where significant employment opportunity 
exists. It is also likely this is a reflection of the trend toward a generally decreasing 
reliance on labour in agricultural industries. 
CRISP database 
The CHent Registration/Individual Service Plan (CRISP)^ is a source of utilisation 
data for the Cooma Mental Health Service. Table 2.1 shows a cross-sectional view 
of active clients using the service for the month of October 1994. The data is 
collected and categorised by case managers on CRISP data sheets at time of 
registration and then entered into the computer at a later date. It therefore represents 
the characteristics of people accessing the service at time of presentation. 
Table 2.2 shows some noticeable trends in the data. The most prominent is that just 
over a third (34.02%) of all clients present with primary presenting diagnoses not 
generally regarded as 'serious mental illness,' while case managers have identified 
a much smaller percentage (9.28%) of clients presenting with psychosis as the 
primary presenting problem. 
^ CRISP software is available from the NSW Department of Health. 
Table 2.2 Summary of CRISP data of'active' clients for October, 1994. 
Characteristic Frequency Percent 
Primary 295 15 15.46% 
Diagnosis 296 29 29.90% 
(DSM-lil-R) 300 6 6.19% 
799 9 9.28% 
V codes 28 28.87% 
Other 5 5.15% 
Data missing 5 5.15% 
100.00% 
Primary Depression 36 37.11% 
Presenting Psychosis 9 9.28% 
Problem Behavioural 13 13.40% 
Anxiety 5 5.15% 
Suicidal 5 5.15% 
Other 26 26.80% 
Data missing 3 3.09% 
100.00% 
Primary Assessment 39 40.21% 
Presenting Counselling 20 20.62% 
Need Treatment 13 13.40% 
Support 11 11.34% 
Life skills 6 6.19% 
Other 6 6.19% 
Data missing 2 2.06% 
100.00% 
Note: 295 = schizophrenia 
296 = mood disorders 
300 = anxiety disorders 
V codes are conditions not attributable to mental disorder 
Depression as a primary presenting problem, comprises 37.11% of all primary 
presenting problems and a corresponding 29 .9% of all primary presenting DSM-III-R 
(1987) diagnoses. This is consistent with Gianfrancesco & Berry's (1992, p.23), 
discussed in Chapter One, observation that rural teams appear to provide more 
general counselling than urban services. 
Depression is the most prominent diagnosis in both female (32.7%) and male 
(29.7%) clients on the database. While schizophrenia is the next most prominent 
diagnosis for female (21.8%) clients it is significantly lower for male (8.1%) for 
males. Antisocial behaviour is the second most prominent coding for male (13.5%) 
clients. 
In terms of presenting need, the team designates 40.21% of its clients as needing 
assessment and 20.62% as needing counselling. Very few clients have been 
designated as needing life skills (6.19%). A comparison by sex shows assessment 
remains the most prominent need according to CRISP and likewise counselling ranks 
next. Support is listed more frequently for female clients (19.1%) than males (10.3%) 
Figure 2.4 Sex distribution of clients 
while treatment is reversed for females (11.9%) and males (27.6%). 
In terms of location, a majority (58.8%) of the active clients for October 1994 have 
Cooma addresses with Bombala and Snowy River shires comprising another 31.9% 
(see Table 3.2). A comparison to the population distribution of the shires in Table 2.1 
shows a bias for Cooma residents. Particularly disadvantaged are the residents of 
Snowy River shire who comprise a third (32.29%) of the total population. On the 
basis of sex, a preponderance of females (58.9%) and males (61.0%) reside in the 
Cooma-Monaro Shire however, where a large portion of remaining female (25.0%) 
clients live in the Bombala Shire the larger remaining portion of males (19.5%) live 
at Jindabyne. 
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Figure 2.5 Age distribution of'active' clients 
Figure 2.4 shows a comparison of male to female numbers of registered active clients 
on the CRISP database. The ratio remains relatively steady at an average of 59% 
female. 
Figure 2.5 shows the number of active clients at end of month using the service from 
August 1994 to February 1995. The average active client load for this period is 
104.8. The gradual rising trend in the graph most likely represents increased 
accessibility and awareness, due to the recent development of mental health services 
at Cooma rather than a possible seasonal impact on service utilisation. 
Figure 2.5 also shows the distribution of age categories on the database from August 
1994 to February 1995. The largest age category is the 21-30 year age bracket at an 
average of 20.8%. The next largest age category is the 31-40 year age bracket at an 
average of 20.1%, while children and adolescents (0-20 years) make up an average 
of 12% and elderly clients (71+ years) make up an average of 13% of active clients. 
The average number of active clients for the period was 103.7 clients. As can be seen 
from the graph, the relative size of the age groups and total numbers is relatively 
stable over this period. Age distribution by sex (see Appendix G) shows a higher 
representation of males in the 11 to 20 age groups compared to female clients. There 
is a higher representation of female clients however, in the 69 to 70 and 71+ years 
age groups. 
Use of the database as a tool to analyse service utilisation is limited by the efficiency 
with which the staff update the database. Consequently not all mental health clients 
get registered on the computer. For instance there is no procedure for the clients of 
the visiting child and adolescent psychiatrist to have those clients registered on the 
database unless they are also under case management by another staff member. 
CHAPTER THREE 
Methodology 
The literature review in Chapter One provides guidance as to the essential issues and 
concerns of service users. Although the literature review provides direction for 
further study, the evaluation of the needs of service users remains one of exploration 
guided by clinical experience. 
As the survey is a relatively quick and inexpensive means of obtaining data from a 
large number of people over a wide geographical area (Meehan 1994, p . 59), and can 
be used to extract information, make comparisons, and identify patterns (Bell 1978, 
p. 8) it is the methodology most suited for this study. 
Sample 
The survey sample for this study is drawn from clients who were registered with the 
mental health team's CRISP database on the 26th October 1994. This is not of course 
the total population who have mental health needs across the three shires, but those 
who have been identified as needing mental health services and are currently, or have 
recently, received mental health services at the time of the collation of regular 
monthly statistics. 
As an aim of the research is to be able to describe the needs of service users from the 
responses of a sample, random sampling was used to select 32 names from the 
CRISP database. Only those adult clients designated as 'active' were used for random 
sampling. The term "active" is used to discriminate from those clients on the 
database to whom the mental health team is not currently providing any service. 


























Random sampling was done by allocating a serial number to each client and then 
using computer generated random numbers to select the sample from the database. 
Table 3 .1 shows the characteristics of the sample against the full active client 
database for October 1994. 
The average number of registered clients shown in Figure 2.5 is 103.7 for the period 
August 1994 to February 1995. A sample of 20 clients^ therefore represents 19.3% 
^ To distinguish services between the two major groups of service users, those persons who have a mental 
illness are referred to as clients; and 
of the active database. A further five responses were made up of carers and others^ 
who have a significant relationship to the client. 
To establish contact with the clients in the sample, the person's case manager was 
approached to ascertain if contact was appropriate at this time. From this process, 
three clients were eliminated from the initial mail-out. The remaining sample of 29 
clients were then contacted by letter inviting their participation in the study and 
seeking permission to also interview their partner, parent(s), or most significant other 
person. This was followed up by phone contact to arrange a time to meet. From this 
mail-out a further fifteen clients were either uncontactable or declined an interview. 
As this sample was considered too small, a second sampling from the December 
database took place using the same techniques from which a further eight clients 
participated in the study. 
From an original random sample of40, 20 clients participated. This represents a 50% 
response rate. 
The sample consists of 20 clients and 5 carer/others. There is a high (75%) 
proportion of female representation in the client group of the sample. The active 
database averaged 57.7% female. Anon-significant difference (x^(l)=2.51, p=0.109). 
The over-representation of female clients is therefore consistent with the database. 
^ Those who receive services as a result of being in a significant relationship to the person who has a 
mental illness are grouped as carer/others. 
Table 3.2 Distribution by postcode 
Shire Major town Postcode Database Sample^ 
Cooma- Cooma 2630 58.8% (57) 50% (10) 
Monaro 
Bredbo 2626 1.0% (1) 
Bombala Bombala 2632 17.5% (17) 20% (4) 
Delegate 2633 3.1% (3) 
Snowy River Jindabyne 2627 14.4% (14) 20% (4) 
Berridale 2628 3.1% (3) 
Other 2.1% (2) 5% (1) 
1 data missing = 1 
Table 3.1 also shows the age distribution of the sample. The largest proportion (65%) 
of the client category were younger adults. There were 13 clients in the 20 - 49 year 
age group while the 50-69 and 70+ age groups accounted for the remaining seven 
clients. A comparison between percentage figures for the client sample and the 
CRISP database showed a non-significant difference (x^(3)=1.31, p==0.731). 
The distribution by postcode (see Table 3.2) shows that the majority of clients 
(N=10) surveyed have a Cooma postcode, a further four have a Bombala postcode, 
and another four have a Jindabyne postcode. A similar distribution is seen in the 
carer/others group with three having a Cooma postcode and one each having a 
Jindabyne and Bombala postcode. The comparison with the CRISP database shows 
a similar distribution to that of the sample. A comparison to the ABS population 
statistics in Table 3.1 however show a disproportionate weighting against the Snowy 
River Shire. 
On the major characteristics of sex, age and postcode, the sample shows a non-
significant difference to the active database from which it was drawn. The 50% drop-
out rate of clients contacted did on these characteristics did not affect sampling when 
compared to the database. 
Questionnaire design 
The questionnaire (see Appendix D) was designed to obtain both quantitative and 
qualitative data concerning service use and service provision. The length of the 
questionnaire was tempered by an attempt to constrain it to an interview time of no 
more than hour, as it was expected a number of clients may find a longer interview 
difficult to complete. 
A face-to-face interview, rather than a mail-out, was chosen for several reasons. Due 
to the cognitive impairment associated with the disorders involved a mail-out was 
considered likely to increase the risk of a high non-response rate. A fiarther advantage 
of an interview was that clarification of questions could be given immediately on 
questions in the survey form, and would give clients the choice of completing the 
form themselves, or as an alternative, to have the interviewer complete the form on 
their behalf 
The questionnaire was structured into six different parts. The first two parts are 
quantitative: 'demographics' and 'service use'; while the remaining four parts assess 
service provision qualitatively: 'counselling services,' 'information/education/advice,' 
'case management,' and 'service needs.' 
The sections on 'demographics' and 'service use' were compiled in such a way as to 
allow comparison with the CRISP database and provide information on the demand 
for different components of the service. All questions were designed to enable the 
questionnaire to be administered to either direct clients of the service or their carers. 
The qualitative section of the questionnaire uses a Likert scale to assess agreement 
with a statement that expresses feelings about an aspect of a service. The five-
increment scale goes fi-om strongly disagree to strongly agree. This section permits 
an assessment on the degree of satisfaction of service. To encourage the participation 
of those people who were impaired by mental illness all statements were phrased 
positively to minimise confiision, albeit at the risk of a response bias. 
The last part of the qualitative responses relating to retrospective demand for a 
mental health service out of business hours was included to seek information about 
a potential out of hours service that the Mental Heahh Team is interested in 
providing to it's service users. 
Interviews 
The questionnaire was administered as a structured interview by the researcher. This 
ensured all interviewees were given the same explanation regarding questions, 
however, control of interviewer bias becomes difficult to estimate, particularly in the 
second part of the questionnaire requiring qualitative responses. As the interviewer 
is also a case manager many of the interviewees are known and there is therefore a 
potential bias toward a higher overall 'satisfaction with service' in responses. Using 
an 'external' interviewer would introduce potential problems of access to clients and 
a possible increased reluctance to participate on the basis of intrusion by an unknown 
person. The advantages of using myself to 'open doors' therefore outweighed the 
disadvantages of potential bias. 
To minimise risk of bias an explicit statement was given to all interviewees 
reinforcing the need for honest and accurate responses (Appendix C). Particularly for 
the qualitative sections of the questionnaire, an effort was made to have all 
interviewees complete the forms in their own writing without the researcher seeing 
the response. To further encourage interviewees, a scalable envelope was provided 
in which to place the completed questionnaire. 
Questionnaire testing 
Due to time constraints, piloting of the questionnaire was limited to two clients and 
a carer. As a result it was found minimal adjustments were needed to the form. 
Experience with the questionnaire showed need for clarification occurred in instances 
where literacy skills or thought disorder complicated the mterview rather than 
ambiguity of the questions. 
Ethics approval and consent 
Initial approval to conduct the project was obtained from the Wollongong University 
Human Research Ethics Committee using the format outlined in the University's 
Guidelines for Thesis or Major Project (1994) provided by the Department of Public 
Health and Nutrition. Further approval was then obtained from the Monaro Health 
Service to conduct the survey (see Appendix A). 
All interviewees were asked to sign a Consent Form explaining the purpose and 
conditions of the study (see Appendix B). 
CHAPTER FOUR 
Results 
Table 4.1 shows accommodation and living circumstances of respondents. It shows 
the majority (N=14) of clients live in their own accommodation while a further five 
live in privately rented accommodation. None live in public housing and only one 
lives in a hostel. Although supported accommodation is available, the clients in this 
sample do not use these services. Table 4.1 also shows the majority of service users 
live in a family unit. Twelve clients live with family, parents or children, five live on 
their own and three live in other circumstances. The carer/others group show similar 
trends. Both male and female clients tended to live in private accommodation but 
where female clients tended to live in a family unit, male clients tended to live alone 
(see Appendix E). 
Table 3 .2 described the geographical location of clients by town centre showing that 
although the majority (50%) of the sample had a Cooma postcode, a significant 
number would be regarded as outreach. To better establish the impact of distance 
Question 7 (See Appendix D) asked clients to estimate distance to their nearest 
access point to mental health services. 























Clients reported an average of 18.2km to the nearest point where they access mental 
health services, with a range in the responses of 0.5 to 80km. Similarly, the 
carer/others group reported an average of 36km and a range from 1km to 100km. As 
transportation is also critical to the question of accessibility. Question 8 tested this 
point. The results show 45% clients had their own transport or were near enough to 
mental health services to walk (25%), while four (20%) used other means of 
transport. For the carer/others group, the response was similar, with 80% (N=4) using 
their own transport. 
There was no noticeable trend in location of male clients but female clients were 
largely located in Cooma. The mean distance of female (18km) to male (22km) 
clients showed a slightly greater distance from point of access. Female clients 
showed a wider use of different means of getting to their mental health services 
whereas male clients tended to drive. 
Table 4.4 Relative frequency of problems for which help was sought. 
Problem Clients Carers/Others 
Freq Rank Freq Rank 
Depression, withdrawn behaviour 10 1 2 1 
Reaction to anxiety or stress 6 2 0 
Sleep disorder 6 2 0 
Other problems 4 4 2 1 
Behavioural disturbance 3 5 1 4 
Unable to cope with routine daily tasks 
and events 
3 5 1 4 
Suicidal attempt or thoughts 3 5 2 1 
Behaviour because of hallucinations 
and/or delusions 
2 8 1 4 
Sexual assault 2 8 1 4 
Domestic violence 2 8 1 4 
Abuse of a drug, alcohol, tobacco or other 
substance 
1 11 0 
A phobia 1 11 0 
Reaction to grief or loss 1 11 0 
Aggression or violence toward others 
(excluding domestic violence) 
0 11 0 
Eating disorder 0 0 
Interpersonal conflict 0 0 
Problems from parenting 0 2 1 
The literature shows that the staff assessment and client perception of the main 
reason for seeking help can differ. Table 2.1 presented data for the CRISP database 
showing primary presenting problems for clients which is an assessment by staff. 
Table 4.4 shows the results of Question 9 which asked clients and carer/others to 
categorise what they saw as the main problems for which they sought help. 
Respondents could indicate up to three major issues for which they sought help. The 
frequencies shown in the table are derived by summing the number of times all 
respondents indicated that particular issue. 
As can be seen in the table, the major problem identified by clients were symptoms 
of depression. Reaction to stress or anxiety ranked second, along with problems with 
sleep. Behaviours related to psychoses ranked equal eighth with sexual assault and 
domestic violence. Female clients ranked depression as most frequent followed by 
sleep problems whereas male clients ranked "reaction to grief or loss" and "other" 
as most frequent. The carer/other group differed slightly in problem identification. 
However, as this group is small, no one particular issue stood out. 
Another important issue the literature identifies where staff understanding can differ 
from that of their clients is in the relative importance attributed to services. Table 5.5 
shows the relative importance of different services provided by the mental health 
service as perceived by clients and carer/others. 
The values in Table 4.5 are derived by attributing a value of 2= "very important", 
l="of some importance", and 0="of no importance." Many respondents did not 
indicate a value for some categories and ticked only the "some importance" and 
"very important boxes. Therefore an assumption for this question is that no tick was 
assumed to mean "no importance." All scores were summed and divided by two to 
give possible values ranging from zero to one. 
Table 4.5 Relative importance of service components. 
Service Clients Carer/Others 
Female Male Total Total 
Counselling 0.82 0.70 0.80 0.70 
Medication, medication review 0.75 0.60 0.73 0.40 
Education and information on illness, 0.71 0.70 0.73 0.60 
treatment, and/or medication 
Support needs 0.68 0.50 0.65 0.40 
Assessment or review of a problem 0.61 0.40 0.58 0.30 
Treatment and/or hospitalisation for a 0.46 0.70 0.55 0.20 
problem 
Relationship needs 0.46 0.60 0.50 0.60 
Help with daily living problems 0.36 0.40 0.40 0.30 
Help to sort out financial problems 0.25 0.60 0.38 0.10 
Recreation or leisure activities 0.25 0.20 0.25 0.40 
Help with accommodation 0.21 0.20 0.23 0.10 
Other 0.14 0.40 0.20 0.00 
Help with employment 0.14 0.20 0.20 0.00 
Legal needs 0.11 0.20 0.18 0.40 
Notes 
1. Blank responses are treated as a zero score. 
2. A score of 1.00 means ALL agree service item is "very important." and 0.00 means ALL agree item is of "no 
importance." 
Table 4.5 shows, in descending order of importance different services for clients 
provided by the mental health service. The table shows that counselling is regarded 
as the most important service (0.80) and education/information as being the next 
most important (0.73), equal to that of medication/medication review (0.73). Support 
was ranked fourth by clients (0.65). 
It is worth noting that treatment and/or hospitalisation (0.55) was ranked sixth by 
clients and ranked tenth by the carer/others group (0.20). 
There were some notable differences between male and female clients. Males placed 
considerably higher value on "help with finances" (0.60) and 
"treatment/hospitalisation" (0.70) compared to females who rated these services 0.25 
and 0.46 respectively. However, female clients rated "assessment or review of a 
problem" (0.61) and "support needs" (0.68) higher considerably higher than did male 
clients who rated these services at 0.40 and 0.50. 
Carer/others ranked services slightly differently. Counselling (0.70) was ranked first, 
education/information (0.60) ranked second with relationship needs (0.60). 
Tables 4.6 to 4.9 show satisfaction with service for the various services provided. 
The values in these tables are derived by requiring the respondent to allocate a value 
from zero to four in response to a statement. The values in the tables were calculated 
by subtracting two from each score before finding the average. Blank sores were not 
included. Then a final value was calculated by dividing the average by two to give 
values ranging from "1 to ^ 1. A value therefore of 1 indicates that all respondents 
strongly agreed with the statement, while a value of "1 indicated all respondents 
strongly disagreed. 
Table 4.6 Satisfaction with counselling services. 
^^rwice Clients Carers/Others 
Q12 I have found counselling to be helpful. 0.61 0.60 
Q13 I was listened to by the counsellor. 0.61 0.70 
Q14 My privacy is respected by the counsellor. 0.78 0.70 
Q15 Counselling is provided in a reasonable 0.50 0.70 
time from when I request it. 
Q16 Counselling is provided at a location 0.74 0.70 
convenient to me. 
Mean 0.65 0.68 
Satisfaction with counselling was rated highly by both clients and carer/others with 
average scores of 0.65 and 0.68 respectively. Respect for privacy rated highest in the 
subscores (0.78). Female clients on average (0.71) rated their satisfaction with 
counselling services considerably higher than did males (0.43). 
The provision of information, education and advice was not rated as highly with 
clients (0.59) as with carer/others, who gave a score of 0.75. In particular the 
provision of information to cope with behaviour was rated lowest by clients (0.50) 
but highest with carer/others (0.80). Female and male clients rated provision of 
information and education similarly with an average satisfaction of 0.62 and 0.67 
respectively. 
Table 4.7 Satisfaction with information/education/advice services. 
Services Client Carer\Others 
Q17 When I have needed information or advice I 0.58 0.70 
have found it to be helpful and put in a way I can 
understand. 
Q18 I have found the information provided on my/my 0.69 0.75 
relative's medications to be helpful. 
Q19 The information I have been given on coping 0.50 0.80 
with my/my relative's behaviour has been helpful. 
Mean 0.59 0.75 
Case management rated similarly with mean satisfaction scores of 0.64 and 0.77 for 
clients and carer/others respectively. However, the response to case manager 
availability when needed was the lowest client satisfaction subscore overall (0.45). 
In contrast, perceived respect and confidentiality (0.79) attracted the highest client 
ratings. Female clients (0.66) were slightly more satisfied with case management 
than were male clients (0.57). 
The single item of satisfaction with provision of a business hours service in Table 4 .8 
rated poorly with carer/others with a value of 0.30. Clients however rated the 
business hours service higher at 0.63. 
Overall, female clients (0.68) generally reported more satisfaction with the services 
they received than male clients (0.53). 
Table 4.8 Satisfaction with case management services. 
Service Client Carer/Others 
Q20 I have found my case manager to be available 0.45 0.75 
when I need him/her. 
Q21 I find my case manager respects my privacy 0.79 0.75 
and confidentiality. 
Q22 1 feel my case manager respects me. 0.79 0.75 
Q23 I feel my case manager understands me. 0.61 0.75 
Q24 My case manager helps me to get help other 0.55 0.75 
than from mental health services. 
Q25 I have found my case manager supports me in 0.66 0.75 
the decisions I make. 
Q26 I prefer my case manager to visit me at home. 0.63 0.88 
Mean 0.64 0.77 
When asked retrospectively about the hypothetical utilisation of the service outside 
of business hours over the past six months (see Table 4.9) sixteen clients said they 
would have used it at least once while two of the carer/others group agreed they 
would have used the service. 
The mean utilisation rates between the two groups shows a marked difference. Out 
of the 15 client responses the range of hypothetical utilisation for an out of hours 
service was from one to 72 occasions of service, with the average client demand 
being 10.8 occasions of service. In contrast, the responses for the carer/others (N=2) 
group estimated they would have used an out of hours service an average of three 
occasions, the range being from one to six occasions of service for a six month 
period. 
There was also some difference between male and female estimated use of this 
service with female clients estimating an average of 11.7 occasions of service and 
male clients 3 .3 occasions of service. Some variation existed in the number of female 
clients (27%) who did not feel they had a need for the service and male clients 
(40%). 
The question did not state where or how this service might be provided, nor for what 
circumstances and these characteristics may have some influence on the utilisation 
of such a service. 
Table 4.9 Satisfaction with service needs. 
Service Client Carer/Others 
Q27 I find that the 8.30am to 5.00pm weekdays 0.63 0.30 
service has been satisfactory. 
Q28 If a mental health service had been available Yes No Yes No 
out of hours, I would have used it at least once over 
the last 6 months. 16 4 2 
If available, how many times would you have used 
an out of hours service? 
N= 15̂  2 
Minimum 1 1 
Maximum 72 6 
Mean 10.8 3.0 
^ Missing data = 1 
Table 4.9 indicates that there is a reasonable degree of satisfaction (0.63) among 
clients with the current business-hours mental health service. However, the 
carer/others groups are far more ambivalent giving a rating of only 0.30. 
No item in the questionnaire rated a negative score to indicate dissatisfaction with 
the service. Overall, clients rated the service a mean score of 0.63 and carer/others 
0.71. Female clients rated the service overall 0.68 while males were less satisfied at 
a level of 0.53. The most pronounced area of difference between males and females 
was with counselling. 
CHAPTER FIVE 
Discussion and Conclusion 
Discussion 
The data presented in Chapters Two to Four draws on data from three sources: 
demographic data from the Australian Bureau of Statistics; service utilisation data 
from the CRISP database; and a needs survey. These methods are consistent with 
those identified by McKillip (1987), and in addition the argument by Baum (1992), 
that a mix of data collection techniques is preferable. Although this study is not 
directly using the Discrepancy Model described in Chapter One by McKillip, the 
different sourcing of data is such that discrepancy between expectations and what 
actually exists is able to show areas of need, which is the essential basis of the 
Model. Although expectations here are not drawn from an 'expert group' as 
suggested by McKillip, but are instead formed by a review of the literature and 
critical examination of the various available data. 
As the data from population statistics and CRISP is substantially quantitative a 
survey was conducted to obtain additional information directly from a sample of 
clients. This form of data collection has some limitations. From 40 randomly selected 
clients on the CRISP database 20 responses were obtained for analysis. A 50% 
response rate the effect of eliminating some clients on the advice of case managers, 
and then a process of self exclusion at the time of contact means the final sample has 
in effect been through a selection process prior to interview. Within these limitations 
the final sample remains a valuable but limited indicator as to the needs of the clients 
of the Cooma mental health service. 
Although there is a pronounced over-representation of females in the sample this is 
consistent with the full database. The graph in Figure 2.4 shows the male/female 
distribution is relatively consistent across time. When age groups are examined there 
is an underrepresentation of children and adolescent age group. However, there is an 
overrepresentaion in the 21-40 age group. A further question of possible bias was 
introduced by deliberately fi-aming all questions positively in an effort to avoid 
confounding responses due to confusion. It is unknown to what degree this factor 
may have influenced responses. Some caution is therefore warranted when 
attempting to generalise outcomes to all clients of the mental health service from this 
sample. 
A further comparison was intended for carers and significant others as this group was 
identified in the literature as having different needs to those who directly suffered 
from a mental illness. However, the response was too small to permit any valid 
analysis. A different technique may be required to gain inclusion of this important 
group is probably needed. 
Several different areas of potential need were examined: accessibility, satisfaction, 
and type of service. 
Accessibility 
The survey, not unexpectedly, revealed that distance was a factor in who used the 
service. Consistent with CRISP database figures, half of the sample is clustered 
around Cooma - the central point of health services for the area - producing an 
average figure of 18.2km travelling distance for clients. However, as the population 
figures in Table 2.1 show, 55.8% of people live in the Snowy River Shire and 33.7% 
reside in Cooma-Monaro. This result suggests an influence according to the location 
of health services being centralised in Cooma. Although it is possible people with 
mental health problems have migrated to Cooma where there are more resources, it 
may also be valid to argue that there is an inequitableness of access on the basis of 
distance from the main location of services. The analysis of data on transport 
availability suggests transportation is not the problem for many clients as 45% had 
their own transport. However, 55% used other means of transportation such as 
walking, or relied on others. Even accounting for a possible migration toward the 
increased resources at Cooma, these figures support the argument that for many 
people accessibility is reduced in proportion to distance from Cooma. 
The results show that people with Bombala Shire postcodes are not as affected as 
those with a Snowy River postcodes. An explanation may lie with the fact that 
Bombala Shire has two community hospitals. One at Bombala (25 beds) and one at 
Delegate (12 beds) on the Victorian border. These fiinction as both a point of access 
for more isolated communities, while their staff have a fiinction as an extension of 
the service provided fi-om Cooma. The Snowy River Shire does not have either a 
hospital nor community health centre. These results strongly argue for a permanent 
24 hour presence, at some level, of health services within small communities in order 
to ameliorate the inequity of distance. The importance of community hospitals to 
rural communities was raised by Davenport et al (1993) who argued that community 
hospitals appear have a value and function beyond that of its urban equivalent. The 
contrast between the Bombala and Snowy River Shires supports this argument. 
Another aspect of accessibility can be language. Language was expected to present 
as a significant factor in the survey given the influence of the Snowy Mountains 
Hydro Electric Scheme attracting many migrants to the region. This was not shown 
to be the case as only two clients fell into this category. A possible explanation may 
be that such a low presence of NESB clients is because people have been unable to 
gain access to the service. However, given the ABS (1994) data shows most people 
living in the area bom overseas also speak English suggests language as a barrier to 
access by NESB residents is not a significant problem for the service. 
On the question of access on the basis of hours of service, most clients have found 
business hours to be satisfactory (0.63) although the carer/others group gave a more 
neutral satisfaction rating of 0.30. However, the retrospective estimate of out of hours 
utilisation (see Table 4.9) indicates that there is an apparent need to extend hours of 
service provision. Fifteen clients stated that in the previous six months an out of 
hours service would have been used on a total of 162 occasions. As the mean 
estimate of occasions of service for clients is 10 .8 a small number of clients reported 
a high rate of need. As the question did not qualify the nature of an out of hours 
service the estimates would be dependent on what the interviewees thought would 
be the nature of such a service. The figure of 162 would therefore represent the 
demand on the service fi'om an uncontrolled access to such a service. Whether such 
a demand represents an unmet need rather than an unmet want is not possible to 
determine on the basis of this data alone. It is reasonable to conclude however, that 
clients and carers are satisfied with their experience of business hours service but 
also demand that this be extended beyond these hours. 
Type of service 
The results of the survey showed that the predominant problem the Cooma Mental 
Health Team works with is depression. This is identified both on the CRISP database 
as the major diagnostic category (29.9%) and as the major primary presenting 
problem (37.1%), plus it is ranked by clients interviewed as the most frequently cited 
problem (see Table 4.4) for which they have sought help. Given the evidence in the 
literature regarding suicide and depression in rural areas this is not an unexpected 
result. Psychotic disorders identified both by staff on the CRISP database and by 
clients in the survey, featured minimally. Clients in the survey ranked delusions and 
hallucinations as eighth. 
Clients ranked problems of anxiety and stress plus sleep disorder as the second most 
frequent reason to seek help. Diagnostically, anxiety disorders accounted for only 
5.2% of disorders on the CRISP database, and staff also listed anxiety as the primary 
presenting problem for only 5.2% of clients, which ranked fifth. In contrast to 
clients, staff listed behavioural problems as the second most frequent presenting 
problem (13.4%) whereas clients ranked it fifth along with "unable to cope with daily 
tasks and events" and "suicidal attempt/thoughts." 
Agreement on why a person presents for help is essential for therapeutic alliance and 
engagement with services. Some disparity may occur as a result of clients presenting 
on the basis of problems interfering with their role, rather than problems identified 
on the basis of achieving well-being, whereas staff are arguably more likely to 
identify problems on the latter basis given their increased alertness for 
symptomatology. This is consistent with Harris' (1992) and Gregory's (cited in 
Humphreys & Rolley, 1991) views on the rural definition of illness, which defines 
illness in terms of role disability rather than absence of symptoms. It is also 
consistent with research such as that by Hatfield (1983) and Johnson (1990) cited 
earlier in Chapter One who show the professional view frequently differs fi-om that 
of their client. 
The results from both the team's database and evidence fi-om the survey of clients 
strongly suggests the mental health team needs to be focussed strongly on an ability 
to help people with major depressive disorders rather than anxiety or psychotic 
disorders. However, given the rural culture and evidence above that indicates a 
limited penetration into outlying areas, there may be a contrary hypothesis that 
people with these disorders remain out of contact with health services. This survey 
does not provide data which either supports or disputes this alternative hypothesis. 
In the area of importance of services, clients identified counselling as the most 
important service, and "medication/medication review" along with "education and 
information on illness, treatment and/or medication" as second most important. 
Although staff identified assessment as the major primary presenting needs of clients, 
counselling was ranked second, showing some congruence with those identified by 
clients. Treatment was ranked third, whereas clients ranked "treatment and/or 
hospitalisation for a problem" as fifth. Again, this result is consistent with the 
literature which indicates a differing perception between mental health staff and 
clients. 
The high ranking of education and information probably represents a call for the 
transfer of knowledge fi-om staff to clients and is a clear indication of a need not yet 
being met by the service. Although identification of importance is subjective, there 
is much to gain by providing what clients of a service perceive as important. In this 
regard the results from this study indicate the mental health service should focus 
fijrther on counselling and provision of information. It should be noted however, an 
argument to focus more on counselling and education is not an argument to reduce 
other interventions shown to be effective in the treatment of mental illness. 
Delivery of a service can only succeed if that is what a client wants. To continue to 
deliver a service for a problem the client doesn't identify as the problem - and this 
is implied by staff identifying a different mix of problems - will lead to fhistration 
on both sides of the system, high drop-out rates, and consumer complaints. 
Satisfaction 
An apparently overall good satisfaction rating was achieved. It was expected that 
significant unmet needs would be reflected in poor satisfaction ratings. If this 
assumption is correct then the overall good satisfaction (0.63) ratings show that the 
needs of clients are being met. Given the disparity between staff and clients in the 
areas of interpretation of presenting problems and importance of different services, 
this proposition needs to be questioned further. An alternative explanation for 
instance may be that clients may be unaware of what else is available, or indeed what 
should be expected in terms of an effective service. 
A more accurate conclusion from the data may be to conclude that the quality of 
services is highly satisfactory, but that other data indicates the quantity may not be 
adequate. A closer analysis of the satisfaction data indicates some areas for 
improvement which may provide a direction as to where quantity of service is not 
being met. 
The lowest client satisfaction rating was for case manager availability (0.45) showing 
that in terms of quantity, there is an unmet demand for this component of the service. 
In this area the demand for out of hours service may indicate quantity is not being 
met due to restricted access hours. Case manager availability may also be affected 
by distances. Staff may not be able to visit frequently due to travel times, 
alternatively the client may not be able to gain access due to lack of transport. 
Inadequate or ineffective use of other resources such as telephone counselling may 
also be a contributing factor to this result. 
Likewise, the next lowest satisfaction ratings were for counselling availability and 
provision of information (0.50). Poor satisfaction with counselling availability may 
be linked to the restricted availability of the case manager, while the low rating for 
information is consistent with other data indicating a need for greater amount of 
education and information from case managers. An alternative explanation may be 
that case managers are unable to provide effective counselling and/or 
psychoeducational interventions due to inadequate skills in these areas. If this latter 
argument is true it indicates a gap in the training needs for rural case managers. 
The data is insufficient to show whether unmet demand is impacting on quality of life 
or other clinical indicators such as relapse. 
The more pronounced area of low satisfaction ratings occurred when examining the 
results on the basis of sex. Males gave a lower overall satisfaction rating for services 
than did female clients. This was most pronounced in counselling services. This 
would seem to indicate the team has been less successful in engaging and then 
meeting the needs of male clients. More research is therefore needed to establish 
apparently different needs of men from a mental health service. This issue is pressing 
given the data arising from rural suicide rates. 
Conclusion 
There is strong initial evidence from this study for consideration of the geography 
and culture of rural communities when developing rural mental health services. The 
comparison between the three different shires shows the impact of distance on 
accessibility to mental health services and the ameliorating effect of the 24-hour 
presence of small heahh facilities on access problems otherwise encountered. 
The demand for greater availability of services is clear in several different areas of 
the survey. More precisely, availability of service "when I need it" is a recurring 
theme and most explicitly stated in the demand for extended hours of service. 
The major problem emerging from this study is the problem of major depressive 
disorder rather than anxiety or psychotic disorders. However, consistent with other 
studies of rural services this rural mental health service also covers a significant 
spectrum of other diagnostic categories and 'life problems.' 
This study also shows some things do not alter between rural and urban services. 
There remains, for instance, a disparity between staff perception of what is the 
presenting problem of a client, and the client's perception. This disparity also exists 
when considering what services are important to a client. The call for more 
information is not unexpected as it is consistent with the literature. This study also 
indicates that counselling services are less than what is wanted by clients. Whether 
these two areas of low satisfaction are due to inadequate therapeutic and educational 
skills of case managers, and therefore an expression of fhistration by clients, or poor 
availability of case managers, requires fiirther study. 
Male/female comparison indicates there is a difference in needs between the sexes 
and service providers may need to be flexible enough to alter the provision of 
services to engage clients of both sexes on a more equitable basis. Results from this 
study seem to indicate a greater degree of success in meeting the needs of female 
clients. More study is needed in this area to provide direction in meeting the needs 
of male clients. Mortality data shows this to be an important issue, and more research 
is urgently needed to establish the particular needs for males from a mental health 
service. 
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Appendix A Approval to Conduct Survey 
MONARO HEALTH SERVICE 
4 July 1994 
Mr Brian Phillips 
Mental Health Nurse 
Cooma Community Health Centre 
PO Box 10 
COOMA NSW 2630 
Dear Mr Phillips 
Approval to Conduct Survey 
I refer to your letter of 26 June 1994, detailing your plans to conduct a research project 
entitled "A survey of the needs of the users of a rural mental health service". 
The Monaro Health Service gives approval for you to conduct the survey as per the 
conditional approval set by the University of Wollongong. Any variation from your 
approved research protocol should be referred to the Health Service for further 
consideration. 
On behalf of the Monaro Health Service, I wish you well with your project and look 




PO BOX 1845 QUEANBEYAN NSW 2620 * TELEPHONE (06) 299 6199 * FACSIMILE (06) 299 6363 
Ineofpomkifl: Bombata DkMd Hosptal * Cooma HoapHal and Haatti 8*ivlGaa 
D*l*9a% DkMet Ho«|«al * QiwaiilMyaii DMIct Hô rilal and HaaH) Strvtoa 
Appendix B Consent Form 
A SURVEY OF THE NEEDS OF THE USERS OF 
COOMA COMMUNITY MENTAL HEALTH SERVICE 
CONSENT FORM 
Brian Phillips 
This research project is being conducted as part of a Master of Science degree 
supervised by Professor Ross Harris in the department of Public Health and Nutrition 
at the University of Wollongong. 
The research project involves a one hour interview. Information from the interview 
will be collected as hand written notes by the interviewer. No identifying information 
will be included with these notes. The content of the interview explores how helpful 
clients and carers have found different aspects of the mental health services based in 
Cooma, and identify ways in which this service might be improved. 
Participants are free to withdraw from the research project at any time. 
Withdrawal from the research project will not affect any treatment or access to 
services. 
If you have any enquiries regarding the conduct of the research please contact the 
Secretary of the University of Wollongong Human Research Ethics Committee on 
(042)213079. 
I understand that the data collected will be used to provide information that would 
enable friture service development to more accurately target the needs of the users 
of the Cooma Mental Health Service and I consent for the data to be used in that 
manner. 
If you wish to take part in this research please sign below. 
Signature / / 
Appendix C Interview Introductory Statement Guide 
[Present Consent Form to interviewee and explain any questions asked] 
[If consent given...] 
"Before we begin... 
The survey I am about to go through with you, in the first few sections asks for some 
details on different aspects on the services you have used, and there importance to 
you. 
In the later sections the questionnaire asks for your feelings about different aspects 
of service provided by your counsellor and your case manager. 
It is very important for the survey that you give as honest an answer as you possibly 
can to these questions. I have provided a scalable envelope for you to place the form 
into when finished so you can give your answer without needing to show me. 
Are there any questions you would like to ask me before we start?" 
Appendix D Survey Questionnaire 
A SURVEY OF THE NEEDS OF THE USERS OF 
COOMA COMMUNITY MENTAL HEALTH SERVICE 
Instructions: Please answer the following questions by ticking the most 
appropriate box. Feel free to add comments in the spaces 
provided. 
All responses are treated as Confidential. 
Your name is not needed on this survey. 
Demographics 
1. Are you: • a Carer/Parent/Friend 
Guardian 
• a Consumer • a legal 
2. Your age group: • • 0-19 50-69 
• • 20-49 70+ 
Note: If not a consumer, what age is the person you are helping? 
3. Your sex: • 










5. Tick your type of accommodation: 
• Private dwelling • Living with spouse and/or family 
• Boarding House • Living with children 
• Hostel • Living with others 
• Group Home • No fixed abode 
• Nursing Home • Other 
• Living with parents 
6. Is English your first language? • Yes 
7. How far do you live fi-om your health service? 
• No 
km (approx.) 
8. What transport do you (or the person you care for) use to get to health services? 
• drive myself • HACC transport 
• friend or relative's car • other 
Service Use 
For our service to satisfy the needs of users of Cooma Mental Health Services we 
must first identify these needs. 
9. In the past 6 months I/my relative have used the mental health service for the 
following problem(s): 
Tick a maximum of 3 problems. 
• Sexual assauh 
• Domestic violence 
• Behavioural disturbance 
• Depression, withdrawn behaviour 
• Unable to cope with daily tasks and events 
• Eating disorder 
• Sleep disorder 
• Interpersonal conflict 
• Substance abuse 
• Behaviour because of hallucinations and/or delusions 
• Aggression or violence toward others (excluding domestic violence) 
• A phobia 
• Reaction to grief or loss 
• Reaction to anxiety or stress 
• Problems from parenting 
• A suicide attempt 
• Other problems 
10. Please indicate the importance to you of the following items. 









• • • • Help with accommodation 
• • • • Daily living problems 
• • • • Help with employment 
• • • • Help to sort out financial 
problems 
• • • • Recreation or leisure 
activities 
• • • • Education and information 
on illness, treatment, and/or 
medications 
• • • • Treatment and /or 
hospitalisation for a problem 
• • • • Assessment or review of a 
problem 
• • • • Relationship needs 
• • • • Counselling 
• • • • Support needs 
• • • • Legal needs 
• • • • Medication, medication 
review 
• • • • Other (please state) 
Counselling Services 
The following statements refer to the problems you identified above. 





















































15. Counselling is provided at a location convenient to me. • • • • 
strongly agree not disagree 
agree sure 








16. When I have needed information or advice I have found it to be helpful and put 












































Do you have any further comments on information and advice? 
Case Management 
The following statements refer to the staff member who you mostly contact for 
problems. 


















































































Do you have fixrther comments on case management? 
Service Needs 
25. I find that 8.30am to 5.00pm weekdays mental health service has been 
satisfactory. 
• • • • • 
strongly agree not disagree strongly 
agree sure disagree 
26. If a mental health service had been available out of hours, I would have used it 
at least once over the last 6 months. 
• No • Yes 
27. If available, how many times would you have used an out of hours mental health 
service? 
Do you have any further comments on your service needs? 
Thank you very much for your time completing this questionnaire. 
Please contact me if you have any questions regarding this survey or questions about 
your local mental health services. 
Brian Phillips 
Appendix E Tables of Results 
Finale 14 4 i.a 
Mde 5 1 e 
Total 19̂  5 24 
0A9 0 0 Q 
20^9 13 1 14 
50^9 6 3 9 
70+ 1 1 2 
Total 20 5 25 
0-19 0 0 D 
20-49 9 3 12 
50«69 4 2 6 
70+ 1 0 1 
Total 14 5 19' 
Client 14 3 W 
Carer/Ote 4 1 5 
Total 18 4 22 
2627 4 1 5 
2628 lllllllll 1 0 
2630 10 3 13 
2632 4 1 5 
0 0 0 
Total 19̂  5 l l l l i l i i l 
2627 3 1 I l i l i i M 
2628 0 1 
2630 IIIIIIH^̂ ^̂  7 2 
2632 4 0 4 
other 0 1 1 
Total 14 5 W 
Dnveinyself 9 4 n 
HACC 2 1 Z 
dbercar 0 0 0 
Walk 5 0 
Oto 4 0 4 
Total 20 5 2S 
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t̂ingî order 0 0 ¡ • • • • • I 
Sle^discste 6 0 I l l i i i i i 
collet 0 0 l i l l i i l l l 
Abuse of drug, alcohol etc 1 0 i l i l l l l l i 
Behaviour from haliuciiiatioii/delusiotis 2 1 • • • ¡ I I I 
Aggressioti/violence 0 0 l i l l i i l l l 
A phobia 1 0 • ¡ ¡ • ¡ • I 
Reacticai to grief or loss 1 0 IIBillBli 
Reaeti<»i to anxiety/stress 6 0 • • i l i l l 
Problems frcsn parenting 0 0 l i l l i i l l l 
Suicidal thought/att̂ pt 3 2 l i l l i i l l l 
Other 4 2 l i l l i i l l l 
Total 44 11 11111111 
2 0 ¡ • • • I I I 
liiiiiBiiittiiiiiM^ 1 1 l l i i l i i l i 
3 0 illililM 
lipPlii iMiHliii i iSiB 8 2 
3 0 l l i i l i i l i 
0 0 i i i i i i i i i 
5 1 l i l i l l i l 
0 0 
iiBilHiliiiWijiii^ 0 1 l l i i l i i l i 
Bdbavkftir from haancmata/ctektsioos 2 0 l l i i l i i l i 
0 0 i l l i i i i i 
0 1 I I I I IM 
1 0 
iMiiiiiiiiil |lil®iiiiiH 3 3 6 
0 0 
iii^Bli^iliiiilpiiiH^^ 3 0 iiilliilill 
1 3 i i i i i i i i i 
Total 32 12 44 
Score 0.23 0.40 0.20 0.38 0.25 0.73 0.55 0.58 0.50 0.80 0.65 0.18 0.73 0.20 IIIIIB 
Count 18 18 16 16 16 16 19 16 16 19 18 17 20 4 16.36 
Data missing 2 2 4 4 4 4 1 4 4 1 2 3 0 16 3 . 6 4 
Score 0.10 0.30 0 0.10 0.40 0.60 0.20 0.30 0.60 0.70 0.40 0.40 0.40 0 IIIIIH 
Count 2 2 1 1 2 3 I 1 2 3 4 2 3 3 0 2.07 
Data missiing 3 3 4 4 3 2 : 4 3 2 1 3 2 2 5 293 
iiiiiiiiiiiiiiiiiiiiliiiiiiiiiiii 
Sum 6 10 4 7 7 20 13 17 13 23 19 3 21 4 11.93 
Count 12 12 10 10 10 13 10 10 10 13 12 11 14 2 i i i l i i i 
Datamissingi 8 8 10 10 10 7 10 10 10 7 8 9 6 lililii 
Score 0.21 0.36 0.14 0.25 0.25 0.71 0.46 0.61 0.46 0.82 0.68 0.11 0.75 0.14 0,43 
Sum 2 4 2 6 2 7 7 4 6 7 5 2 6 4 4.57 
Count 5 5 5 5 5 5 5 5 5 5 5 5 5 2 4 7 9 
Data missing 0 0 0 0 0 0 0 0 0 0 0 0 0 3 0.21 
Scorn 0.20 0.40 0.20 0.60 0.20 0.70 0.70 0.40 0.60 0.70 0.50 0.20 0.60 0.40 0.46 
Note Blank cells are assumed to have a value of zero for calculation of 'importance' scores. 
Sum 58 58 64 57 66 63 54 54 55 68 68 61 59 63 62 65 i 60.94 
Count 18 18 18 19 19 20 16 18 19 19 19 19 19 19 19 20 i 1B.69 
Missing data 2 2 2 1 1 0 4 2 1 1 1 1 1 1 1 0 
s c o r n 0.61 0.61 0.78 0.50 0.74 0.58 0.69 0.50 0.45 0.79 0.79 0.61 0.55 0.66 0.63 0.63 1 I l l H 
Sum 16 17 17 17 17 17 14 18 14 14 14 14 14 14 15 13 15.31 
Count 5 5 5 5 5 5 4 5 4 4 4 4 4 4 4 5 • i l l ® 
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Mean 10.80 Mean 3.00 
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K e y 
1. Data missing = 1 
2. Data missing = 2 
3. Data missing = 3 
4. Data missing = 4 
Appendix F Additional Comments from Questionnaire 
Category Comment 1 
oth 
con 
con Cooma community health centre is to far away from my home. 
con Counselling when Modecate is given. 
con I would like to see my counsellor twice a week, if possible. Thank you. 
con More about depression and the problems I have with schizophrenia. 
con No. 
con Out of date, psychoanalysis, EEG, alfa & theta waves for relaxation, self suggestions, 
subliminal tapes, hypnosis, biofeedback. 
car 
car Service is often provided in client's o\\'n home which is more relaxed and beneficial than 
at CHC. 
car The system is antiquated, is unable to adequately address the services it is supposed to 





con Its nice, but we need HELP!!! 
con My GP (doctors) have given me good advice on my medications, and how they react to 
me. 
car 
car I have been given useful advice/information & hope such services continue as carers/-
families certainly need it. 
car I would reinforce my comments above. 




con I am not real clear on what case management is or what it really means. 
con I found a case manager is very important in times of stress. 
con My case manager is a very caring and is always available when I have a serious problem, 
and is most prompt to take care of the problem. Thank you. 
con Sometimes case management not their for me, because other business. 
car 
car Good management when in need. 
car I in spite of the best intentions and efforts of the mental health professional staff the 
institutional system remains insensitive and grossly inadequate. 
car I think continuity of service & personnel is quite important to build a trusting professional 
relationship & allows counsellor to really get to see client in stable moods as well as in 
times of crisis. 
Key 
con = consumer/client 
car = carer 
oth = other significant person 
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36' 
ASS 26 13 mrnmmÊÊÊÊmÊmmÊÊÊÊm 
COU 9 11 20 
EDU 2 1 
UP 4 2 
MED 1 1 
REL 0 1 
SUP 8 3 
TBE 5 8 13 
42' 29' 71 
Key 
DSM-III-R 
DIAGNOSIS PROBLEMS NEEDS 
295 schi/optirenia ANX anxiety ASS assessment 
296 major depression BEH behavioural COU counselling 
300 anxiety disorder CON conflict EDU education 
301 personality disorder DEP depression LIF life skills 
305 substance abuse DOM domestic MED medication 
310 organic personality disorder GRI grief SUP support 
311 depression NOS NON non-coping TRE treatment 
313 childhood anxiety disorder OTH other OTH other 
799 diagnosis deferred PAR parenting 
V15 medical treatment non-compliance PSY psychosis 
V61 family problem SEX sexual/assault 
V62 life problem SLE sleep 
V71 no psychiatric diagnosis SUI suicide/attempt 
1. Data missing = 1 
2. Data missing - 2 
3. Data missing = 3 
4. Data missing = 4 
